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" 3/23, 3/24, 3/25, 3/26, 3/28, 3/30, and

Based on intervisaw and record review it was
determined the facllity failad to protect five (5) of
twelve (12) sampled residents (Residents #1, #2,
#7, #8, and #9) from verbal abuge, Interview and
record raview revealed, on 10/28/10 State
Reglstered Nurse Alde (SRNA) #14 wag verbally
abuslive to three (3) residents (Residents #7, #8,
and #9), hetween 8:15 AM and 10:00 AM and the
facility failed to protect residents from abuse.

Further, interview and record review revealed
SRNA#1 and #2 witnessed SRNA#13 verbally
abuse Resident #1 on 12/22/10 at 11:00 AM,

Any dof ctency slatemem endlng with an ag
other safeguards provide aufficient protection to the patlents. {Ses Instrugtions.) Except for nuraing homes, the findings stated above are disclosable 90 days
following the date of survay whether or not a plan of correation is provided. For nursing homes, the above lindings and plans of corraotion are disclosable 14
days following tha date those documenia are made avaliable to the faclity. If deflclencles are citad, an approved plan of correction Is requlsite to continued

program participation.

involuntary sechuslon, 3/3 ?! 011, regarding the necessity of repori-
APR 0 4 201} ingd ghy allegation of abuse immediately to
o thgAdministrator, DON, or Director of
This REQUIREMENT Is not met as evideRded Social Services, who will make a report
by: immediately twenty-four hours per day.

it was also stressed that employees involved
in an allegation of abuse must be relieved of
duty immediately upon receipt of any
allegation of abuse,

All employees have been instructed
regarding their responsibility to report any
allegation of abuse, which is a regular
component of our Abuse In-Service for
new employee orientation, and annual
updates.
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) - F223 SRNA #14 was terminated on
Q{(‘ ?ggg?;ieaéesd I?\l"(%%y‘l ?ggg“&@‘{'}%%??g% 5 10/28/10, immediately after substantiation
KY00015280, KY00015525, and KY00015683 of abuse allegation.
was initlated on 03/156/11 and concluded on .
03/18/11. ARO #KY0D015865 and KY00015880 | SRNA # 13 was terminated on 12/23/10,
were substantlated with defidiencies cited at Immediately after substantiation of abuse
483.15 Resident Rights. ARO #KY00015996 was Allegation,
substantiated with no deflclencies cited. ARO . ) .
RKY00015280, KY00015525, and KY00015683 All alert residents in the facility were
were unsubstantiated with no deficiencies cited. interviewed on 3/30, and 3/31/11, to
F 223 | 483.13(b}, 483.13(b)(1)(l) FREE FROM F 223| determine if any resident felt they had
$5=D | ABUSE/INVOLUNTARY SECLUSION eithér been a victim of abuse, or had
witnessed an occurrence of abuse. None
The resldent has the right to be free from verbal, was identified.
sexual, physical, and mental abuse, corporal ‘
-punishment, and involuntary seclusion, All employees in the facility, and all
, contractors employees regularly working
The facility must not use verbal, mental, sexual, . he facility have been in-serviced on
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However, they failed to report the incident to the
Assistant Director of Nursing (ADON} until 3:00
PM. SRNA #13 was allowad to work on 12/23/10.
Around 8:15 AM, SRNA #5 witnessed SHNA #13
verbally abuse Resldent #2. The facllity failed to
protect residents from abuse by falling to remove
SRNA #13 from residents' care until 11:00 AM,

The findings include: _

1, Review of the facility's Abuse Prevention
Policy and Procedure revealed verbal abuse was
definad as the use of oral language that willfully
includes disparaging and derogatory terms to
residents or within their hearing distance. The
policy further Indicated that any incldent of abuse
should be reported to administration immediately.

Review of the facility's investigation revealed
SRNA #2 and SRNA #4 heard SRNA #14 yelling
at Resident #8 on 10/28/10, while giving the
resident a shower around 8:15 AM. Interview with
SANA#2 on 03/17/11 at 9:45 AM revealed she
heard SRNA #14 say "Shit, (Resident #8), the
water s not cold", SRNA #2 said she reported
the incident to her charge nurse, but did not
remember who the charge nurse was that day.

Interview with SRNA #3 on 03/17/11 at 10:00 AM

revealed she heard SRNA #14 yelling and cursing

at Resident #7 on 10/28/10 around 10:00 AM
while giving Resident #7 a shower. Interview
revealed SRNA #14 was yelling loud and used the
word "shif" towards the resident, SRNA #3 stated
SRNA #4 heard it as well and she thought SENA
##4 reported the incident to the ADON.

Interview with SRNA #4 on 03/17/11 at 11:20 AM
rovealed she heard SRNA #14 yelling at Resident

F 223 (Con’t.)

The potential for failure to report an
allegation of abuse will be controlled

and monitored through daily checks with
department heads and charge nurses each
morning for the next 60 days to determine
if anything occurred that might constitute
abuse that was not reportéd. Reports will
be documented by Director of Social
Services on a daily basis, and reporied to
CQI Committee weekly.

Any failure to report will be immediately
reported to the Administrator and DON,

F 223 Completed 4/1/2011
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| and say "quit digging at your shit, you nasty

Continuad From page 2

#7 in the shower on 10/28/10 around 10:00 AM.
interview further revealed she withessed SRNA
#14 telling Residant #9 that she would shove the
whee! chair into the back of the resident's legs if
he/she didn't sit down on 10/28/10 around 2:00
AM. She further stated that she did not tell the
ADON about either Incident until around 11:00 AM
on 10/28/10, ‘

Interview with the ADON on 03/18/11 at 3:15 PM
revealed all staff were trained upon hire to repornt
any incident of verbal abuse to administration
immadiately. She stated she was not aware of
any of the verbal abuse incidents involving
Residents #7, #8, or #9 until around 11:00 AM on
10/28/10 at which time she suspended SRNA #14
and conducted an investigaiion.

2. Interview with SRNA #1 on 03/17/11 at 9:00
AM reveated on 12/22/10, around 11:00 AM, she
witnessed SRNA #13 swat at Resident #1's hand

Bitch". SRNA #1 sald the incldent was also
witnessed by SRNA #2. Interview revealed she
thought she reported this to the charge nurse, not
sure which one, immediately, but knew she
reporied fo the ADON at 3:00 PM when she was
leaving for the day.

Interview with SRNA #2 revealed she withessed
SRNA #13 swat at Resident #1's hand and say -
“quit digging at your shit, you nasty Bitch", SANA
#2 stated she thought SANA #1 had reported the
incident. She further stated both she and SRNA
#1 talked fo the ADON about the incident as they
were leaving for the day around 3:00 PM,

interview with SRNA #5 on 03/17/11 at 9:50 AM
revealed she was working with SRNA #13 on

F 223
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12/23/10. She stated at 8:16 AM Resident #2
went to hit at SRNA #13 when she grabbed at
Resident #2's hand and-said "quit you old
Bastard". She stated she did not report the -
incident until 11:00 AM, even though she had
heen trained to report incidents of verbal abuse-
immediately,

Interviaw with the ADON on 03/18/11 at 3:15 PM
revealed she asked the Aides for written
statements at the time. She further stated she
falled to suspend SRNA #13 during the
investigation as per facility policy. Further
Interview revealed SRNA #13 was terminated at
11:00 AM, but should not have been allowed to
work on 12/23/10 due to the altegations from the
previous day. . :

Interview with the Director of Nursing (DON) on
03/18/11 at 3:20 PM revealed the facility realized
there was a problem with the Aldes reporting
{ncidents Immediately and re-educated all the
staff on the facility's policy. She further stated the
‘facility failed to follow it's policy and should have
suspended SRNA #13 on 12/22/10.
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